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Summary We report a patient presenting with severe epigastric pain and diffuse abdominal
tenderness, with negative imaging and endoscopic evaluation. During hospitalization, the patient
developed confusion, seizures, pneumonia, anemia and thrombocytopenia. A hemorrhagic rash
appeared on day nine of admission, with serology and skin biopsy confirming a diagnosis of
hemorrhagic varicella.
# 2008 Published by Elsevier Ltd on behalf of International Society for Infectious Diseases.Introduction
Varicella is normally a self-limited childhood infection caused
by varicella zoster virus (VZV). However, sometimes it causes
severe disease, especially in immunocompromised patients.
Patients with acute leukemia1, those who are receiving
steroid therapy or chemotherapy2,3, and bone marrow trans-
plant recipients4 are at the greatest risk of dissemination and
complications. We report the first case of a disseminated
varicella infection that started with severe epigastric pain
nine days before the appearance of the rash in a patient in
remission from acute myelogenous leukemia (AML).
Case report
A 59-year-old woman diagnosed with AML-M2 in 2003 pre-
sented to the American University of Beirut Medical Center
with severe epigastric pain of four days duration. Her AML
was in remission and the last bone marrow biopsy, done nine* Corresponding author. Tel.: +961 1 350000; fax: +9611370814.
E-mail address: sk11@aub.edu.lb (S.S. Kanj).
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doi:10.1016/j.ijid.2008.06.036months earlier,was negative. Her last chemotherapywas ten
months before admission and the patient is post-appendect-
omy. The pain was localized to the epigastrium and it
worsened with food intake. There was no associated fever,
nausea, vomiting or urinary symptoms. Physical exam was
only remarkable for diffuse abdominal tenderness. The
white blood cell count was 5  109 /L3 with 87% neutrophils,
and the hematocrit was 38.0%. The urine analysis, chest
radiograph and electrocardiogram were all normal. ASTwas
50 (normal 10—50 IU/L), ALTwas 73 (normal 10—50 IU) and
GGTwas 115 (10—50 IU/L). The lipase, amylase and bilirubin
levels were all normal. Ultrasound and CT scans of the
abdomen with IV contrast, done to rule out any acute
intra-abdominal pathology (including mesenteric venous
thrombosis), were unremarkable. Gastroduodenoscopy
was unrevealing, with negative biopsies.
On day two of hospitalization, she developed seizure-like
movement with post-ictal confusion and right hemiparesis.
The CT scan of the brain was negative for bleeding or a mass
lesion. Electroencephalogram (EEG) showed a diffuse slowing
pattern consistent with post-ictal activity. At this point, a
diagnosis of polyarteritis nodosa was entertained, and
empiric steroid therapy with solumedrol one gram per dayational Society for Infectious Diseases.
Figure 2 Ballooning and reticular degeneration of the epider-
mis, with classical cytopathic changes of herpetic infection.
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cytoplasmic antibody (ANCA), antibodies to double-stranded
DNA and erythrocyte sedimentation rate (ESR) were ordered
and the results came back as normal. Serology for hepatitis
viruses A, B and C was also negative. An MRI scan of the brain
showed patches of cortical and subcortical areas of high
signal intensity in T2 and FLAIR weighted images of the
medial posterior aspects of the frontal, parietal and occipital
lobes, as well as the external capsules bilaterally and the
right aspect of the pons. This is consistent with posterior
reversible encephalopathy syndrome (PRES).
On day four of admission, the patient developed a tem-
perature of 38.8 8C and a productive cough. A repeat chest
radiograph showed bilateral lower lobe infiltrates, for which
shewas started empirically on antibiotics for possible hospital-
acquired pneumonia after taking blood and sputum cultures.
The epigastric pain improved mildly on steroids and the spu-
tum culture grew expected oral flora. Later, the patient’s
hematocrit level dropped from 38% to 21%, with persistent
confusion.
On day five of admission (day nine of illness), she devel-
oped a diffuse rash that started on the face and then spread
to the extremities and trunk. The rash consisted mostly of
palpable purpuric papules, with rare vesicles seen over the
abdomen. In addition, physical examination revealed purpu-
ric/ecchymotic patches in the periorbital areas and over
the trunk (Figure 1). A vasculitic process was suspected;
however, skin biopsies from both the purpuric papules and
vesicles revealed similar changes, consisting of ballooning
and reticular degeneration of the epidermis, with classicalFigure 1 Hemorrhagic rash started on the face of the patient.cytopathic changes of herpetic infection (Figure 2). Mean-
while, work-up for possible thrombotic thrombocytopenic
purpura (TTP) versus hemolysis was undertaken and was
unrevealing. A lumbar puncture showed two white blood
cells with normal glucose and protein levels in the cerebrosp-
inal fluid. A diagnosis of hemorrhagic varicella infection was
confirmed by positive VZV IgM and negative VZV IgG anti-
bodies. The patient received intravenous acyclovir for 14
days, with full clinical recovery and normalization of liver
function tests and hematocrit level. Repeat EEG and MRI of
the brain were also normal.
Discussion
Most patients with varicella infection develop a vesiculopust-
ular rash with fever that resolves within days. However,
dissemination of the primary infection can occur, particularly
in immunosuppressed patients.1—4 Organs usually involved
include the lung, liver and central nervous system.3 Present-
ing symptoms are usually fever, malaise for one to two days,
followed by the classic vesiculopustular pruritic rash. Abdom-
inal pain as a presenting symptom of varicella infection has
been previously reported in immunosuppressed patients. Kim
and Haycox reported a case of varicella presenting with acute
abdominal pain and pancreatitis, with appearance of the rash
after three days of abdominal pain, in a young boy with stage
IV neuroblastoma.5 Szabo et al. published a case of VZV
presenting with abdominal pain and a syndrome of inap-
propriate antidiuretic hormone secretion (SIADH), with a
rash that developed on day nine of abdominal pain, in a bone
marrow transplant patient with chronic myeloid leukemia.6
Magi reported a case of varicella as the cause of abdominal
pain followed by fever and neurological deterioration, with a
vesiculopustular rash that progressively became hemorrhagic
and purpuric, in a patient with non-Hodgkin’s lymphoma on
chemotherapy.7 We believe that the cause of the abdominal
pain is possibly neuropathic, because all the work-up, includ-
ing imaging studies and endoscopy, was normal.
Varicella rash is known to gradually become hemorrhagic,
especially in immunocompromised hosts and particularly chil-
dren.8 The appearance of a hemorrhagic rash in our relatively
immunocompetent adult patient (her leukemia had been in
remission) was unusual and raised the differential diagnosis of
leukocytoclastic vasculitis and platelet disorders, such as TTP.
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contributed to the hemorrhagic nature of the rash. In fact, a
recent report evaluating 410 adult patients with chicken pox
revealed that thrombocytopenia in chicken pox is common,
but is not associated with bleeding. For instance, none of the
patients in the report developed a hemorrhagic rash.9
The current case is unusual in many aspects. To the best of
our knowledge, this is the first case of disseminated varicella
infection presenting with severe abdominal pain nine days
before the appearance of a hemorrhagic rash in a patient
with AML in complete remission. In addition, the case was
unusually complicated by brain PRES, pneumonia, hepatitis,
anemia and thrombocytopenia.
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